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Patients and Methods
summarises the details. Epilepsy was the most common neurological disorder encountered in the clinic, followed by stroke (cerebrovascular accident). The distribution of the top 10 neurological conditions seen in the clinic is as shown in Table 2 . However in the United States epilepsy is the second commonest neurological disease after stroke. 4 In the United Kingdom (UK), a survey of the out-patient clinic consultations with neurologists showed blackouts (including epilepsy) to be the most common diagnosis. Stroke ranked high on the list as well. 5 The results of this survey (see table 3 for the top 10 diagnoses) agree to an extent with our findings. The proportion of "no diagnosis" in the UK study (26.5%) is surprisingly large in comparison to our rate of 4.2%. It is expected that the technological advantage available to the neurologist in UK should attenuate the probability of such instances occurring.
Another aspect of interest in our study is the proportion of neurological cases that presented to the clinic which almost approximated the nonneurological conditions (48.7%: 47.1%). The high number of general medical cases presenting to a neurology clinic suggests that aptitude in General Medicine should continue to be an essential ingredient of the skills of a Consultant Physician working in Nigeria.
Nevertheless the burden for neurological disease is significant. In a review of medical admissions at the UNTH Enugu between 1993 -1998, Onwubere and Ike (1999) noted that neurological diseases accounted for the highest proportion of cases (in both male and female patients) followed by cardiovascular disorders. 6 By contrast, in a similar review of medical admissions between 1990 - 1992, at the Nnamdi Azikiwe University Teaching Hospital Nnewi (also in South East Nigeria), neurological diseases ranked second to cardiovascular disorders. 7 There is a need to acknowledge that the spectrum of neurological disorders as seen in our study may have been influenced by the investigative facilities available to the clinician. Under-diagnosis of certain types of neurological disorders can occur if detailed neuro-diagnostic tools such as CT scan, MRI, EEG, EMG, PET e.t.c are not available or where available are unaffordable to majority of the patients.
Unfortunately this study was not designed to elaborate in detail non-neurological diagnoses as encountered in the clinic. This limitation is indicative that more detailed studies are necessary to compare specialty specific diagnoses and non-specialty specific cases as managed in tertiary centres across Nigeria. Another factor that may limit the applicability of this study is that being a tertiary level referral health facility, only a proportion of the cases that typically present to primary or secondary level care givers are referred to the neurology clinic.
Nevertheless it is interesting to note from this study that most cases as seen in the clinic were non-infective/ non-inflammatory in nature. The preponderance of chronic conditions that are often associated with significant degrees of morbidity, including disability and handicap, will necessitate that attention is given to the provision of ancillary services such as physical therapy, speech therapy, occupational therapy, counselling and medical social work. It also may also suggest a need to re-strategise public health education services.
The neurologist practicing in a developing economy like Nigeria should expect to manage a very significant proportion of non-neurological/ general medical cases in the out-patient clinic, even in a tertiary level hospital facility.
There is equally the need for modern neurodiagnostic facilities to be made available in appropriate hospital settings in Nigeria.
